surface, and there was only slight hemiorrhage for a minute or two. One week later the surface had entirely healed. Three weeks after the time of the removal a small projection was seen in the same position; this was touched on two occasions with chromic acid and destroyed. After another month a small growth similar to the original one, but considerably smaller, made its appearance. There had been no fiurther haemorrhage, but having in view the possible malignancy of the growth it was decided to remove the affected part of the epiglottis. Urnder cocaine, with cutting forceps, about a quarter of the epiglottis was removed, including the growth and a surrounding band of healthy tissue. There was only slight hmemorrhage, and the wound healed rapidly with little discomfort to the patient. The growth was examined by Dr. Arthur Sellers, at the Manchester Public Health Laboratory, who prepared a section and imiade the following report: " In microscopical examination the epitheliuimi was found to be raised bv a small collection of spindle-cells lying between it and the cartilage, thus formiing a smnall rounded tumourlike projection. This suggests the possibility of a very early sarcomiia, but more probably the condition is due to a chronic inflaminmation arising in connexion w-ith a sinall varix. There is no evidence of tuberculosis." I may add that to the naked eye, at all events, there was no appearance of varix, though the history of the patient rather bears out this view. The age of the patient by no means excludes the possibility of sarcomlla, and the rapid dilatation of the blood-vessels, and proneness to haelmorrhage which often is characteristic of the growths, would account for the symptoiims observed.
Case of Chronic Suppuration of the Frontal Sinus and
Ethmoidal Cells; Radical Operation by the Author's Osteoplastic Operation, with no Facial Deformity. (Patient shown.) By P. WATSON WILLIAMS, M.D.
Miss C., aged 33, suffered from purulent discharge from the left nasal passage, severe headaches, general adynamic condition, associated with suppuration in the nasal accessory sinuses.
The severe pains in the head dated fromii an attack of influenza six years ago, but the purulent nasal discharge had only been noticed for the last two years, during which tim-ie the headaches had becom--e increasingly severe and the general health so greatly impaired that she was unable to continue her work. The patient was found to be suffering from left frontal, ethmoidal and maxillary sinus suppuration. Operation was performed under general anaesthesia on November 18, the incision extending along the margin of the left eyebrow. The skin tissue and periosteum having been raised, the frontal sinus was trephined and found full of pus. A longitudinal incision was mnade, extending from the median extremity of the first horizontal incision down to the middle line of the nose, as far as the tip of the nasal bone. The anterior wall of the frontal sinus having been removed above the initial incision, a second incision was made along the lower and inner margin of the left
Diagram to illustrate the method of forming the osteoplastic flap after the frontal sinus had been exposed. 1, The nasal process of superior maxillary bone being divided subcutaneously by the saw passed in through the nose so as to emerge at the opening in the lacbrymal groove; 2 2, a Gigli saw, passed from above down the enlarged frontonasal duct so as to emerge at the lachrymal groove opening to divide the bone subcutaneously; 3, the osteoplastic flap which then resulted on the vertical division, by knife and saw, of the skin and bone near the mid-line, and which was then turned outwards like a doorway on a hinge; 4, the facial artery running up to 3, where it becomes the angular artery. As it courses inwards below the bony margin where the saw divides the nasal process the artery is not injured, and the preserved vascular supply of the osteoplastic flap ensures its vitality and the rapid reunion of its cut edges. orbit exposing the lachrymal groove; then, the lachrymal duct having been turned out, entrance was made through the base of the lachrymal groove into the left nasal passage. The nasal process of the superior maxillary bone was divided subcutaneously by a saw passed through the left nasal orifice, and coming out at the opening into the lachrymal groove. A second saw-cut divided the bone from this point upwards subcutaneously. The left nasal bone was then divided by longitudinal saw-cut close to the septum, the osteoplastic flap thus formed turned outwards, the whole fronto-ethmoidal region being then exposed to view. The osteoplastic flap operation on the patient's left frontal sinus. The frontal sinus cleared of mucous membrane, bony septa and the whole of the ethmoidal cells, as well as the orbital roof corresponding to the frontal sinus floor and the inner wall of the orbit in its upper half removed, exposing freely the sphenoidal sinus wall. Note on the nasal side of the wound the remains of the vertical plate of the middle turbinated body; on the inner side of this plate lies the narrow roof of the olfactory fissure-i.e., the cribriform plate. The vertical plate of the middle turbinal is preserved and used (a) as a guide in avoiding the danger area, and (b) to guard the cribriform plate from the purulent secretions, &c., from the operated area above during process of healing.
The floor of the left frontal sinus corresponding to the orbital roof was removed, as well as the corresponding portion of the inner orbital wall, the whole of the pyogenic thickened mucosa of the frontal sinus carefully curetted away, and the fronto-ethmoidal cells, together with the posterior ethmoidal cells, cleared away right back to 'the sphenoidal sinus. Radical antral operation was also performed on this side, but without curetting the mucous miiembrane, the antrum, like the frontal sinus, being full of thick pus. The patient was in a very adynamic condition, and it appeared inadvisable to prolong the operation. The whole of the fronto-ethmoidal region being rendered aseptic, a rubber tube was carried through the frontal sinus down to the external nasal orifice, and the osteoplastic flap having been* replaced, complete closure of the incisions was made. The following day, November 19, there was considerable swellinag of the left cheek, and an erysipelatous flush beneath the chin, though the frontal sinus incision had practically united. The third day after the operation the flush was replaced by diffused cellulitis, angina Ludovici, beneath the chin, so 20 c.c. of antistreptococcic serum was injected, and the stitches were removed from the incisions. The discharge from the antrum was very profuse and foul, and consequently it was,' imperative to syringe the antrum, but so free was the communication with the frontal sinus that itwas impossible to prevent infection of the frontoethmroidal regions.
Watson Williams: Suppuration of Frontal Sinus
November 21: A culture having been made from the antral pus it was found to be almost pure Streptococcus pyogenes aureus et albus, and the reinfection of the frontal sinus area made it necessary to flush out the sinus with antiseptic solutions (sterilla'1 in 10) ; a further 20 c.c. of antistreptococcic serum was administered, and sulphate of quinine, 4 gr., and perchloride of iron given every four hours. The cellulitis had largely disappeared, being concentrated over circular area of 2 in. diameter, and the patient was in a much more satisfactory condition.
November 22: The swelling under the chin was incised, pus being evacuated. For the next few days the frontal sinus was flushed with 1 in 20 sterilla and the antrum packed with 1 in 10 sterilla. After that the patient's progress was very favourable, the frontal sinus healing rapidly, though the antrum for some time continued to secrete pus freely. Now the patient no longer has to douche her nose, and on examination no pus will be seen at all and she will resume her work.
The frontal sinus became completely cicatrized and the scar is scarcely noticeable, and after a short period will not be visible. This I Sterilla is a 5 per cent. saponaceous solution of 8-naphthol. was a particularly virulent streptococcal infection, with reinfection of the whole wound, but despite the fact that the orbital roof and inner wall were removed, the whole sinus area completely healed without any serious trouble. The patient was a nurse in poor circumstances, and in order to avoid the expense of a double operation and prolonged stay in the nursing home I did the frontal sinus at the same time as the maxillarv antrum. As a rule this answers well, but, unfortunately, it happened to be an unusually virulent infection.. The value of antistreptococcic injections given early was obvious in the marked improvement in the general condition and in localizing the cellulitis. Moreover, it is noteworthy that the frontal sinus wound healed almost as rapidly and satisfactorily with flushing after it had become reinfected as in the more fortunate cases where no such procedures are required. The boneand skin-flap united well, and with the exception of the suppuration below the chin the patient recovered with no untoward symptoms whatever afid without any facial defect consequent on the operation. Case of Thyrolingual Fistula in a Boy aged 7.
By CHICHELE NOURSE, F.R.C.S.Ed. THE patient had a small fluctuating swelling about I in. in diameter, situated at the root of the neck in the middle line, on a level with the upper edge of the sternum. It was surrounded above and on either side by a small fold of skin, and covered by a thin layer of epidermis which occasionally ruptured and gave exit to a milky fluid. The condition had been first noticed about three years before. From this point a cord could be felt passing vertically upwards in the middle line under the skin for about 11 in. It was operated on on January 21. The small dimple was isolated by a circular cut through the skin, from which a vertical incision was carried upwards as far as the hyoid bone. The structure was then dissected out. It consisted of a tough cylinder, the size of a swan-quill, lying in the subcutaneous connective tissue as far as the cricoid cartilage, whence it gradually passed more deeply between the muscles until it reached the thyrohyoid membrane, to which it was firmly attached in the middle line near the upper border, under cover of the body of the hyoid bone. A probe could be introduced from below for about two-thirds of the distance; the upper third of the cord appeared to be impervious. A small artery entered its deeper surface 
